wall of the pharynx. Bleeding was slight and only one ligature was applied to the tonsillar branch of the posterior palatine artery. The pillars of the fauces were united by three catgut sutures. The operation lasted some fifteen minutes, and as the hamorrhage had been so slight, and the general condition of the patient was so good, the right tonsil was also enucleated. The laryngotomy cannula was removed and the small skin incision sutured.
Convalescence was rapid and free from any disturbing symptoms. The patient left the nursing home ten days after operation. On May 7, Submucous pharyngeal lipoma: 2i in. in diameter, 11 in. at its greatest thickness-viz., the palatal portion of the tumour. the fauces presented the appearances following an ordinary enucleation of tonsils.
The tumour has been examined by Professor Shattock and by Dr.
Teale, and they report that it is a lipoma and of rare occurrence in th'e submucous tissues of the throat.
[Mr. Shattock's report was read at the meeting, and the tumourand a microscopic section of it-was shown.]
Sectton of Laryngology
The tumour consists of simple adipose tissue, the groups of fat cells being supported by scanty trabecula3 of connective tissue furnished with lamellar corpuscles. In a few of the fat cells the nucleus presents -a single vacuole, as it may in normal fat. As shown by the red coloration produced by the use of Sudan III, such intranuclear vacuoles, like that in the cytoplasm, are filled with fat.' Certain of the trabecule are, in varying degrees, infiltrated with plasma cells and lymphocytes, but polymorphs are everywhere absent.
In regard to the source of the fat, this, of course, is the submucous connective tissue. And it may be remarked that in every position in which submucous lipomata have been met with, fat cells may normally be found in the well-nourished individual; although theoretically this is not a necessary condition for the growth of a lipoma. So far as laryngeal lipomata go, an examination made of the mucosa of the normal larynx from the various positions in which such tumours have been encountered has demonstrated the presence of fat cells.2 As regards the present case, in this connexion, microscopic preparations were made from the lateral wall of the pharynx of a well-developed female, the sections being cut longitudinally so as to include a strip of the whole stretch from the tonsil to the lower limit of the pyriform sinus. It may be recalled that beneath the mucous membrane the pharyngeal wall consists, not of unstriped muscle, but of a tough aponeurosis formed of intersecting bundles of fibrous tissue, on the exterior of which there lies the sheet of striated muscle furnished by the pharyngeal constrictors. In these longitudinal sections (ignoring the striated muscle) no fat cells were encountered in the higher part of the pharyngeal wall, but in that forming the outer boundary of the pyriform sinus, there were many rows and groups of such cells lying within the fibrous wall close beneath the mucosa.
Lastly, the tonsil of the side corresponding with the lipoma presents nothing of interest as bearing on the growtb of the tumour. It was cleanly removed at the same operation, and though slightly enlarged is in no way connected with the lipoma. Its capillaries exhibit, in places, endothelial poliferation; And there is some intrusion of the investing epithelium into the tissue beneath; the epithelium is here and there, S. G. Shattock, Trans. Path. Soc., 1903, liv, p. 215. moreover, thinned and abraded, the several changes being the results of an ordinary inflammatory process.
The pathogenesis of this, like that of any other circumscribed lipoma, although the simplest of all benign neoplasms, is as yet quite lacking a scientific explanation.
DISCUSSION.
Dr. JOBSON HORNE: I remember a very similar case being shown before either the Laryngological Society of London or the Otological Society of the United Kingdom. It was a larger tumour, and extended the entire depth of the pharynx, from the nasopharynx downwards. The history of the case and the operation done were almost identical with what we have been told about this case. Fortunately, they are rare, and, also fortunately, when they do occur they are not difficult to remove.
Mr. NORMAN PATTERSON: I have seen a case of retropharyngeal lipoma, which was diagnosed as retropharyngeal abscess, but when operated upon it was found to be a huge lipomatous mass in the retropharynx.
Dr. IRWIN MOORE: Professor Shattock1 read a paper on the subject of submucouis lipomata before the Pathological Section in 1909. In that contribution he refers to all the specimens of laryngeal and pharyngeal lipomata known in literature. It appears that Mr. Tilley's case is almost unique. I believe that no similar case has been recorded in that part of the pharynx except the one by Sir William Milligan2 to which Dr. Jobson Horne has just referred, and another by Dr. Bond in I899.8 This case is included in Professor Shattock's list, along with the description of ten other lipomata which originated either from the aryepiglottic fold, from the arytamnoids, or the back wall of the larynx, so they were practically pharyngeal or partly pharyngeal in origin. Amongst them is one remarkable case in which a lipoma originated from the epiglottis and base of the tongue, and an excellent drawing is shown of it. The patient went into a restaurant to have a meal, and in the course of it he suddenly put up his hands, made a slight noise, and died. It was suggested that the lipoma got grasped by a spasm of the pharyngeal constrictors-so causing occlusion of the larynx and death. In other words, that the patient involuntarily tried to swallow his tumour.
Mr. TILLEY (in reply): When seen a fortnight ago this patient was well. I thought the tumour was so exceptional, that I had a sketch made of it. Mr. Shattock made a careful dissection of it, and he has made i very complete report on the subject (p. 191. I suggest-as we have a lot of business to get throughthat this should be taken as read, but published in the Proceedings, where 'Proc. Roy. Soc. Med., 1909, ii (Sect. Path.), p. 285. members can study it at their leisure. If it is the wish of the Section that the drawing be also published in the Proceedings, I shall be pleased to bear the necessary expense.
(This was agreed to by vote.) Child in whom a Suppurating Dermoid Cyst has been removed from the Lower Central Region of Forehead.
By HERBERT TILLEY, F.R.C.S.
THE patient was admitted into hospital under my colleague, Mr. Percy Flemming, for acute inflammation of the right upper eyelid and adjoining lower frontal region. He gave exit to pus by an incision over the region of the frontal sinus and freely opened the latter cavity. Symptoms subsided except that, at intervals, a slight discharge of pus would make its way out of the scar of the wound. When I examined the patient under general ancesthesia, a probe passed through the suppurating fistula towards the middle line and seemed to end in a rounded bony cavity about 1 in. above the "nasion." The exposure of this region revealed a thin-walled, membranous sac about the size of a pea and filled with thick pus and granulation tissue. Its posterior aspect was in close contact with the dura, and there was a free escape of cerebro-spinal fluid when this portion of the cyst wall was being removed. The cavity was smeared with B.I.P., a small drain inserted, and dressings applied.
The patient made an uninterrupted recovery.
Mr. W. STUART-Low: The case is an interesting one. The result seems better than it proves on investigation. I concluded that it was a cure, but the mother tells me that when the child cries the material exudes as before, from two holes, one at the top, and the other at the bottom, also when she presses it. Such is the trying feature about these cases-their tendency to recur. I have often found that the discharge does not come from any depth, and, if one has a fine wooden probe, puts a little wool on it moistened with trichloracetic acid, and moves it up and down a little in the fistula, it will clear up the discharge. I do not like B.I.P. for these cases. The method that I have found so successful in dealing with these intractable dermoid cysts consists in dissecting away the cyst wall as thoroughly as possible, and then rubbing into the exposed parts a solution containing chloride of zinc-20 gr. to the ounce. This starts a rapid healing action, and union is usually obtained by first intention after neat, careful stitching with horsehair sutures.
